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a5=p) | SAFE/FUNCTIONAL/SANITARY/ICOMFORTABL
E ENVIRON No residents were affected
The facility must provide a safe, functional, by the ice machines.
san_ltaw, and comfortable enviranment for .
residents, staff and the public. _ The ice machines cleanliness i
| A A
, is maintained and observed  \ 0y,
which would affect residents.

| Based on observation and interview, the facility

| falleﬁ.[ to ensure the ice machines in the pantries i
on tha residenta’ units were clean and sanitary for o s bl nyw

three of four Ice machines observad. , Acleaning cchedule has been

instituted to ensure theice — ¥
The findings included: machines a“e clean. oYY
Observation and interview on April 25, 2011, at Y Ll
gﬁﬁolfomozflg the Sta(tlljooﬂhﬁpﬁnﬂ%sﬂ;ﬂ:h ‘T't?te The ice machines willbe  © l M

iractor ursing revealed aw 5 e Y )

colored gubstance which extended across the - monitored ind cleaned as | PX" /¢"6 / /
front edge of the ice maching, whera the {[d of the necessary, in addition to
machine rested when ¢losed. Obsearvation ensuring a contract

revealed the white substance had a powder type
consistency when scraped with the fingernait. company cl2ans themas
Interview on April 25, 2011, at 2:55 p.m., with the scheduled. .'
DON revealed the DON had no knowledge if the aleft
machine was in nead of cleaning and stated, "I - W) A%
don't know. if's not nursing's responsibifity” hov? (N ,
Continued interview with the DON confirmed the M

DON had no knowledge of who was respensible S

for cleaning the ice machine or when the maching
was last cleaned.

Obgervation and interview on April 25, 2011, at
3:00 p.m., in the Station 2 pantry, with the | 4
Resident Care Clinician (RCC) #1 revealed the oc. _ _
ice machine had a white colored substance which | Nowwey SITnn &g Ke
: extendad across the front edge of the ice )

48) DATE

| ,
LABORATORY TOR'S ORPFROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
: ey 4 2 - 1
i C@&NV-WLAI*.J X~y 2-1]
e —

Any doficienay statemant ending with an asterisk (7) denates 5 deficlency which tha Ingtitution may be evcusad fran correcting providing it is detarmined that
other safequards provide sufficlent protection to the patients, (See Inatructions.) Exespt for nurging homas, the findings stated above are disclosabla 90 days
following the date of survay whather or not & plan of correction ls provided, For nurging homas, the above findings snd plans of corraction are disclosable 14
days following the date these documants are made avaitable to the faclity, Hdeficiancies are gited, an approved plar of corraction IS requisite to continued

program participation.
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cleaning.

CrO #27738
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F 485 I' Continued From page 1

- machine, where the lid of the machine rested
| when closed. Observation revealed the white
substance had a powder type consistency when
scraped with the fingernail, Observation revealed
& portable ite container with wheels had a white
substance which extended in streaks from the top
to the bottom of the side of the partable container.
interview with the RCC confirmead the ige machine
and the porfable ice eontainer ware in need of

F 465
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